
Southern Tioga School District

FOCUSED ASSISTANCE PLAN

Employee Name:_________________________________
Start Date___________
Completion Date:____________
The following goals are to be developed with input from both the employee and the supervisor, with final approval by the supervisor.

Additional pages may be added as necessary.

Goals
Strategies
Resources
Timeline

Plan Implementation:

Supervisor Signature/Approval:__________________________     Date:___________
Employee Signature:_________________________     Date:___________

Plan Completion:

Focused Assistance Plan Review Meeting Date:_____________________

Supervisor’s Signature:

Satisfactorily Completed ______________________________

Unsatisfactorily Completed:________________________________  

Employee will receive a satisfactory rating.




Employee will receive an unsatisfactory rating and continue with a Focused Assistance Plan.

Employee Signature:___________________________     Date:___________ 
Plan Continuance:
Meeting Date:______________________






















